In the age of Covid-19, surgeons are facing some challenges when deciding to perform or postpone elective operations. Therefore, we read with great interest the paper by Lei and colleagues [@bib0001]. They reported the overall hospital mortality following selective surgeries during the incubation period of COVID-19 as 20.5%.

We would like to make a few minor criticisms on this study. First, the researchers, as anesthesiologists, did not mention the American Society of Anesthesiologists (ASA) physical status of their studied patients. Kumar et al. [@bib0002] demonstrated a significant trend toward higher perioperative mortality in ICU with an increase in the ASA physical status. Previous studies have shown a mortality rate of 0--0.3% for ASA I, 0.3--1.4% for ASA II, 1.8--4.5% for ASA III and 7.8--25.9% for ASA IV cases [@bib0003]. ASA classification is certainly a useful tool for predicting the patients' outcome [@bib0004]. In Lei et al. study, all nonsurvivors had at least one comorbidity whereas 57.1% of them suffered from different malignancies. Therefore, the high ASA status and poor general condition of these patients may have largely contributed in the high mortality rate. Secondly, Lei and colleagues have compared their study findings with that of Kumar et al. study [@bib0002] and stated that postoperative mortality rate in COVID-19 patients is higher than the fatality rate in non-cardiac surgical patients without COVID-19 infection. We believe that in addition to the small sample size, this comparison is not quite accurate regarding the different surgical risks, different blood loss volumes and the mean age in the mentioned studies.

It seems that throughout the Covid-19 pandemic days, performing elective surgeries may have certain risks for both patients and the healthcare professionals, but the findings of Lei et al. study about the higher mortality rate needs to be interpreted with further caution.
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